A brief analytical overview of the prescriptions for enforcement and the procedure for its implementation, respectively, Penal Code and Code of Criminal Procedure, as well as Instruction Nr. 1 for the activity of the health authorities in the placement of persons with psychiatric disorders in psychiatric hospitals under compulsory orders, as opposed to the compulsory accommodation and treatment with preventive purpose under the Health Act. Importance is attributed to Canadian Psychiatric Association-CPA (1980), which advocates a situation-based approach to this specific contingent, and Declaration of Helsinki (2000), to obtain adequate informed consent in cases of mental disorders by legally authorized representatives in accordance with the applicable law. It is argued that coercive medication (including isolation, mechanical restraint, eventual electro-shock procedures, even neuroleptics, etc.) should only be taken when all means of informing people with mental retardation and aggressive behavioral abnormalities have failed, while strictly observing legislative restrictions. The bipolar nature between the doctor's responsibility to ensure the good / good of the patient from a medical point of view and the respect / respect for his will stands out as a fundamental bioethetical configuration.
They are highlighted on the basis of an analytical overview of the medical-legal aspect of researched sources and regulations for compulsory treatment and coercive interventions against persons with mental disorders, some guidelines for achieving better comfort and providing quality and modern medical assistance in psychiatric establishments.
The beginning of a qualitatively new health legislation in the Republic of Bulgaria, which treats the individual as a subject of inalienable human rights, was the ratification of the European Convention for the Protection of Human Rights and Fundamental Freedoms (promulgated SG 80/1992) (2) . The courts were authorized to apply the international treaties entered into force for the Bulgarian state with priority over the internal legal norms which contradict them (Article 5, paragraph 4 of the Constitution) (3).
The requirement is that "No one can be subjected to forced treatment outside the cases provided for by law". Clinical distinctions between compulsory and coercive treatment of socially ill patients are not fixed and commented, and in both cases Instruction No. 1 on the Activity of Health Bodies for the Placement of Persons in Psychiatric Hospitals (4) . Medical-legal approaches to socially disturbed persons with psychiatric disorders are presented as follows:
Subjects

Indications for accommodation and treatment
Legislative regulations
Implementation procedures
In a state of sanity without / before committing a crime (6) .
For the healthcare system, specifically for the physician, any interference with a forced nature is associated with the danger of exceeding the limits of its legal regulation.
In order to motivate the application of administrative coercive preventative nature, the danger (of crime) should be: obvious (plain, clear); real and concrete rather than abstract and supposed; Immediate, i. with a high risk of occurring immediately; significant, i. to threaten with severe consequences (7) . In practice, mentally ill patients who threaten other people injure themselves very often (8, 9 Judicial control of forced medical measures for mentally ill patients is a guarantee against arbitrariness and subjectivism, but above all, humanity also requires the health administration to create administrative regulations to respect patients' rights in the process of medical care. Within the scope of psychiatric help, legal intervention is mainly confined to shortening the length of hospitalization and controlling the freedom of choice of the patient.
The psychiatrist's assessment of the medical standard is significantly facilitated when a risk assessment is to be carried out on a patient who is being compulsorily treated (by the order of the Criminal Code and the Penal Code) because "the patient has been antisocial and his only prospect is placement of treatment when not subject to any other sanction " (10) .
According to the Swiss Code of Civil Procedure, Art. 16 (ZGB), effective from January 1, 2013, legally permissible is any person who is not deprived of his ability due to minority and as a result of mental disorders, drug addiction or similar conditions, to act wisely (11). The view is that a large proportion of patients with mental illness isolated in psychiatric clinics can make decisions about their treatment such as patients with somatic diseases (12) .
According to the Canadian Psychiatric Association, the leading ethical principle in medical law requires that incapacitated subjects should not be exploited as objects of research and deprived, based on the potential benefits of relevant research, or to suffer disproportionate harm from it (13).
The working therapeutical alliance between a doctor/psychologist and a patient occupies a priority function. Establishing the necessary interpersonal contact between the psychiatrist and the patient is a key point for the diagnosis and initiation of a treatment process marked by a creative seeking character. The relationship built on a specific sense of trust includes the components of the right to self-determination of the patient (in a number of cases to a certain extent) and a professional duty of the physician for medical care.
The principle of individualisation when the patient is informed about the disease and therapy is of particular importance here. The impulse for the psycho-hygienic approach to the patient is imbued in the duty of the psychiatrist. Given his pronounced sensitivity to injustice, his limited confidence and distraction by persons in whom he perceives pretense, the medical practitioner should avoid evasion of truth, deceit, lying, cunning. In spite of the fact that the paternalist model is often used in its weaker version, the doctor himself makes the best decision (due to the patient's condition, which does not allow him to make the most reasonable choice), he must be freed from any hint and elements of indulgence. The patient should see his or her healer similar, and his doctor suggests this position -a necessary prerequisite for unreserved confidence (14) .
As with all other patients, and in the case of psychiatric patients, it is required besides information on the disease, research and treatment, and associated risks and dangers, as well as most patients, their consent. Moreover, even in forcibly detained patients, coercive treatment is often feasible.
In the past, a physician-patient relationship is built on a patriarchal-hierarchical relationship. Under the influence of psychotherapy, transformation takes place -the relationship grows into a working therapeutical alliance between the doctor and the patient, which builds on the patient's active co-operation. Often, the so-called a contractual model that governs the rights and obligations of both parties. The roles are stated for each stage of the treatment; through performance and non-compliance, the physician and patient are directly responsible for the outcome of the treatment. It is often used in drug addiction and treatment of other addictions.
For these patients, personal needs and needs are a central problem. The psychiatrist should be able to appreciate his or her own role as an impact and counteraction towards the patient in different personalities and disease states. Success often rests on an intense, and a less personal but rather distant, doctor-patient relationship. This relationship is favorably influenced by the empathy, by the conception and the imagination of the physician, who can be set in the role of the patient concerned; by this approach is able (in many cases) to impose his position on the basis of the biographical and dynamic background of the patient (15, 16, 17) . Strong power over the patient often affects positively, and the ethical point plays a major rolein this case.
A defining ethical principle in psychiatric activity is the respect for self-determination and autonomy of the patient and all actions are aimed at the patient's health well-being. The criteria for a valid informed consent are guiding: no coercion; an informed patient; competent patient. Minimal standards of selfdetermination have been identified: understanding the received information (even in partially destroyed cognitive processes); recognizing a particular situation and assessing its consequences; decision-making ability and its expression.
When determining the psychiatrist's reach of a severely ill, temporarily or permanently deprived of the ability to self-identify, the medics in psychiatry find themselves in a difficult moral and ethical dilemma . The doctor is in a tension-filled area -respect for the wishes of the patient, but also for his health welfare, and on the other hand, the duty and responsibility to the needy for help other self-defining persons in his family, as well as the interests of the institutions and society as whole.
Emphasis is also placed on the validity of informed consent and the position of "dissent", ie. the refusal of a corresponding examination or therapy, even when this refusal has negative consequences for their health condition, in accordance with (DGPPN) (18, 19) . In order to be considered an optimal approach to a mentally ill in obtaining informed consent, it is necessary to use the so called subjective standard of the patient, i.e. -what this patient needs to know and understand in order to make sense of his informed decision.
It is pointed out that psychiatric practice often leads to conflicting situations in which the expressed "free will" of the patient, expressed verbally or non-verbally (rejection, repelling hand movements, spitting pills, etc.), contradicts with a medical appointment aimed at the patient's health well-being. From this clinical point of view, the concept of selfdetermination acquires the significance of a central value problem in psychiatry. The alternatives and consequences resulting from the informed decision should be evaluated in accordance with their own life situation. In mentally ill, motivation for decisions often involves irrational, situational and interpersonal factors (20). This deviation between the will of the patient and his wellbeing should also be taken into consideration when the patient is fixed to restrict their mobility, as it poses a danger to others with their aggressiveness.
First published report on the informed consent position of the Canadian Psychiatric Association (CPA) in 1980, followed by a revised version (1988) and completed in 2015 (21, 21) . Fundamental is the fact that psychiatrist realizes a situation-based approach to persons with pronounced mental disorders and their treatment, consistent with the patient's ability/capacity to make a decision. The revised version focuses on the need to consult colleagues and clinical psychiatric lawyers in every individual case. The Helsinki Declaration stipulates that the receipt of adequate informed consent in the case of mental or behavioral offenses is required by legally authorized representatives in accordance with applicable law (23) . In circumstances where the informed consent procedure can not be performed (the patient's wishes for treatment are not fully known and clear), a decision maker should present the patient's wishes for treatment in his or her best interest. Psychiatrists should observe that in some circumstances the autonomy of a patient with mental illness needs to be balanced with his / her ethical obligations, and accordingly legislative requirements.
In all cases, the informed consent procedure starts from the first contact with the patient and continues until the end of the therapeutic interaction. It is specified that the patient's capacity within the procedure is compromised (unable to make a therapeutic choice) in a number of mental disorders, namely: visions and hallucinations; incl. diagnosed schizophrenia; acute stage of manicmelancholic psychosis; dementia; intellectual deficit; cognitive disorders; states of confusion; symptoms associated with severe disorders and mood instability; skull injuries (24, 25, 26) . If the value system, positions and decisions of the personality are unstable, contain contradictions and uncertainties, there is a good reason to reduce their competence. But: a patient with some mental abnormalities or disorders may be incompetent in some aspects but competent to decide on other aspects. For example, a patient with schizophrenia or paranoid aberrations may be competent to solve angina and other cardiac disorders; psychiatric counseling is indispensable in the presence of such situations.
Minimum standards to ensure the individual's ability to make decisions are limited to the requirement that the individual be able to: make his or her own choice and express it verbally; understands the relevant information disfigured in cognitive disturbances; recognize and understand the specificity of a particular situation and evaluate the consequences of it; the patient should have the capacity to process the rationally presented information (27) .
The issue of notifying a patient whose cognitive abilities are satisfactorily preserved, the truth about the prognosis of a chronic progressive mental illness (eg Alzheimer's disease) (28) is inadequate clarified. Is there a response to managing the psychiatrist's uncertainty in reporting bad news in the spectrum between "productive" lie and destructive truth? Clarification is forthcoming! Forced medical treatment should only be carried out at that time when all means of communication in forcibly detained patients has failed (28) . Such forced treatment can last exceptionally for several days. Unfortunately, sometimes it takes more time for the patient to become aware of this need. The following questions arise: Is such kind of treatment is benefited of the patient? Is it necessary at all costs? Does such a coercive treatment not exacerbate the doctor-patient relationship? The opinion that therapy, empathy and love have to displace toxic drugs and electric shock in the treatment of mentally ill patients has questioning context (29, 30 ). Although patient care should be a priority for any treatment from a doctor's point of view, on the other hand, the patient's wishes should always be respected when he or she can understand the importance of the treatment, or recognize the concomitant effects and complications. Hence, the bipolar nature of the doctor's responsibility and the autonomy of the individual patient is confirmed here.
A number of authors continue to believe that one of the most effective therapies in psychiatry is electrical shock therapy (ETS), now called electro-convulsive therapy (ECT) (31, 32, 33) . Psychiatrists claim that a positive effect is achieved in the treatment of depression (misfortune, grief, sadness) due to unknown biological abnormalities in the brain or dysfunction in an immune response by provoking mental disorientation and memory loss (33) . In some sources (including fiction, such as One Flew Over the Cuckoo's Nest ), the method is identified with an Inquisition, often causing severe brain damage, blasting bones during shock, and seizures accompanied by convulsions (31, 32, 33) . At the same time, many patients are tortured months and years of severe depression, with suicidal impulses, and antidepressant medical therapy rarely leads to improvement; some cases have been described in which antidepressant anti-shock therapy has a good and rapid effect (34) . Many patients refuse this type of treatment due to the intense sufferings, sometimes ending with suicide. Few patients who are treated in this way are subjected to brief narcosis and muscle relaxation in the presence of an anesthesiologist.
Subjective patient experiences subjected to forced interventions such as physical restraint /fixation and isolation have a strong stressful character. Suffering is more pronounced than the forced use of medication. At the same time, it is noted that the use of psychopharmaceuticals against the will of the patient and hospitalization in a psychiatric institution should be explicitly ignored (35). Coercive measures are envisaged only if they are realized as: the last possible remedy for the purpose of the treatment; provide the necessary effect; are not associated with complications that outweigh the benefits of treatment. It is uncompromisingly highlighted that the use of coercive interventions, mechanical fixations and isolation, as well as the appointment /use of neuroleptics, should be severely limited and strictly require strict healthlegislative regulation (36, 37) .
The criticism of coercive measures generally converges to: "those affected can not resist the overpowering of over-aggressive psychiatry; the notion of care is paternalistic ", (which differs from some clauses in so-called global psychiatry) (38) . For that reason, coercive interventions are subject to strict legal regulation. Accidental imprisonment, called "involuntary psychiatric hospitalization" and "harmful psychiatric treatments" is similar to "psychosurgery" (39) .
The position of a judicial institution in Germany (BGH) dated 11.10.2000, with the last supplement of 30.05.2009. exposes legal aspects of the use of psychopharmaceuticals, principally leading to: the prescribing of medication treatment against the will of the patient categorically deviates; the placement of psychiatrists in a hospital with a primary purpose of conducting medication therapy is inappropriate and unjustifiable (35).
It is also discussed the coercion of taking psychopharmaceuticals in an emergency situation with police intervention, as instructed by the legal guardian / counselor. The criticism of the Deutsche Gesellschaft für Psychiatrie und Psychotherapie, Psychosomatik und Nervenheilkunde eV (DGPPN) (under the pressure of protesters with mental disorders in remission) states that custody should not be placed above the principle for selfdetermination of affected subjects (18) .
There is a clear view that enforcement measures should only be implemented as a last instrumentation and then be included if they are aimed at the ultimate goal of treatment that justifies their application and the effect they require and are not associated with stress and complications (40) .
The ethical justification for enforcement (eg, restriction of freedom of movement and respectively movement through placement in a psychiatric facility, also fixation, isolation) and coercive treatment (eg medication against the will of the patient) are only ethically justified when incapacitated persons threaten specifically and at high risk their own health or life (self-harm) or the health and life of others. This situation can not be prevented by any other means, especially by trying to convince the patient of the danger of his behaviour and the need for treatment.
The positions thus formulated and interpreted in the legal-legal aspect allow the following summaries to be made, in a practical and applied plan:
1. The point of reference of jurisprudence is that all adults are empowered to be mentally competent and legally competent to express a decision to conduct treatment unless otherwise defined by the court or reviewing / reviewing tribunal. 2. The role of law in the ethical evolution of decisions in psychiatry, and in particular in the identification of ethical issues related to autonomy, well-being, harm, decision-making by the patient, is emphasized. Psychiatry requires, above all, empathy in care; the treatment itself has a subordinating effect. 3. The bipolar nature of a doctor's professional duty to ensure the good / good of the patient and the respect for his will and his right to selfdetermination is highlighted in psychiatry as a fundamental bioethical configuration.
4. An initiative of the administration of the healthcare facility to provide a legal counsel to the patient (the person may be an administrative or medical employee without special legal training but with experience in the health facility and with high moral-ethical qualities, always acting on the patient's side advocate or counselor). 5. Introduce additional texts to the Health Act concerning the limitations of the rights of patients with psychiatric disorders in the following areas: protecting the patient from the public and upgrading the legal guarantees for involuntary hospitalization in psychiatric establishments; legalizing additional options for outpatient (voluntary and involuntary) treatment; the hospitalization of the mentally treated patients in the presence of necessary indications to be transformed from the psychiatric to the general hospitals; restrictions on persons with psychiatric disorders to the general health care system. It is suggested that the process of optimization of health care requires both a rethinking of ethical-deontological principles and the examination of existing legal provisions. A prerequisite is the introduction of standards that ensure the observance of both administrative and moral-ethical principles and rules.
